P rovision of high-quality, high-value medical care hinges upon effective communication. During a hospitalization, critical information is communicated between patients, caregivers, and providers multiple times each day. This can cause inconsistent and misinterpreted messages, leaving ample room for error.
P rovision of high-quality, high-value medical care hinges upon effective communication. During a hospitalization, critical information is communicated between patients, caregivers, and providers multiple times each day. This can cause inconsistent and misinterpreted messages, leaving ample room for error. 1 The Joint Commission notes that communication failures occurring between medical providers account for ~60% of all sentinel or serious adverse events that result in death or harm to a patient. 2 Communication that occurs between patients and/or their caregivers and medical providers is also critically important. The content and consistency of this communication is highly valued by patients and providers and can affect patient outcomes during hospitalizations and during transitions to home. 3, 4 Still, the multifactorial, complex nature of communication in the pediatric inpatient setting is not well understood. 5, 6 During hospitalization, communication happens continuously during both daytime and nighttime hours. It also precedes the particularly fragile period of transition from hospital to home. Studies have shown that nighttime communication between caregivers and medical providers (ie, nurses and physicians), as well as caregivers' perceptions of interactions that occur between nurses and physicians, may be closely linked to that caregiver's satisfaction and perceived quality of care. 6, 7 Communication that occurs between inpatient and outpatient providers is also subject to barriers (eg, limited availability for direct communication) [8] [9] [10] [11] [12] ; studies have shown that patient and/or caregiver satisfaction has also been tied to perceptions of this communication. 13, 14 Moreover, a caregiver's ability to understand diagnoses and adhere to postdischarge care plans is intimately tied to communication during the hospitalization and at discharge. Although many improvement efforts have OBJECTIVE: Communication among those involved in a child's care during hospitalization can mitigate or exacerbate family stress and confusion. As part of a broader qualitative study, we present an in-depth understanding of communication issues experienced by families during their child's hospitalization and during the transition to home.
METHODS:
Focus groups and individual interviews stratified by socioeconomic status included caregivers of children recently discharged from a children's hospital after acute
illnesses. An open-ended, semistructured question guide designed by investigators included communication-related questions addressing information shared with families from the medical team about discharge, diagnoses, instructions, and care plans. By using an inductive thematic analysis, 4 investigators coded transcripts and resolved differences through consensus.
aimed to enhance communication during these vulnerable time periods, 3, 15, 16 there remains much work to be done. 1, 10, 12 The many facets and routes of communication, and the multiple stakeholders involved, make improvement efforts challenging. We believe that more effective communication strategies could result from a deeper understanding of how caregivers view communication successes and challenges during a hospitalization. We see this as key to developing meaningful interventions that are directed towards improving communication and, by extension, patient satisfaction and safety. Here, we sought to extend findings from a broader qualitative study 17 by developing an in-depth understanding of communication issues experienced by families during their child's hospitalization and during the transition to home.
METHODS Setting
The analyses presented here emerged from the Hospital to Home Outcomes Study (H2O). The first objective of H2O was to explore the caregiver perspective on hospital-to-home transitions. Here, we present the results related to caregiver perspectives of communication, while broader results of our qualitative investigation have been published elsewhere. 17 This objective informed the latter 2 aims of the H2O study, which were to modify an existing nurse-led transitional home visit (THV) program and to study the effectiveness of the modified THV on reutilization and patient-specific outcomes via a randomized control trial. The specifics of the H2O protocol and design have been presented elsewhere.
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H2O was approved by the Institutional Review Board at Cincinnati Children's Hospital Medical Center (CCHMC), a free-standing, academic children's hospital with ~600 inpatient beds. This teaching hospital has >800 total medical students, residents, and fellows. Approximately 8000 children are hospitalized annually at CCHMC for general pediatric conditions, with ~85% of such admissions staffed by hospitalists from the Division of Hospital Medicine. The division is composed of >40 providers who devote the majority of their clinical time to the hospital medicine service; 15 additional providers work on the hospital medicine service but have primary clinical responsibilities in another division.
Family-centered rounds (FCR) are the standard of care at CCHMC, involving family members at the bedside to discuss patient care plans and diagnoses with the medical team. 19 On a typical day, a team conducting FCR is composed of 1 attending, 1 fellow, 2 to 3 pediatric residents, 2 to 3 medical students, a charge nurse or bedside nurse, and a pharmacist. Other ancillary staff, such as social workers, care coordinators, nurse practitioners, or dieticians, may also participate on rounds, particularly for children with greater medical complexity.
Population
Caregivers of children discharged with acute medical conditions were eligible for recruitment if they were English-speaking (we did not have access to interpreter services during focus groups/interviews), had a child admitted to 1 of 3 services (hospital medicine, neurology, or neurosurgery), and could attend a focus group within 30 days of the child's discharge. The majority of participants had a child admitted to hospital medicine; however, caregivers with a generally healthy child admitted to either neurology or neurosurgery were eligible to participate in the study.
Study Design
As presented elsewhere, 17, 20 we used focus groups and individual in-depth interviews to generate consensus themes about patient and caregiver experiences during the transition from hospital to home. Because there is evidence suggesting that focus group participants are more willing to talk openly when among others of similar backgrounds, we stratified the sample by the family's estimated socioeconomic status. 21, 22 Socioeconomic status was estimated by identifying the poverty rate in the census tract in which each participant lived. Census tracts, relatively homogeneous areas of ~4000 individuals, have been previously shown to effectively detect socioeconomic gradients. [23] [24] [25] [26] Here, we separated participants into 2 socioeconomically distinct groupings (those in census tracts where <15% or ≥15% of the population lived below the federal poverty level). 26 This cut point ensured an equivalent number of eligible participants within each stratum and diversity within our sample.
Data Collection
Caregivers were recruited on the inpatient unit during their child's hospitalization. Participants then returned to CCHMC fa- 
Positive Experiences Negative Experiences
Feeling like part of the team "I thought it was above and beyond family-centric care, like I felt like they really took me as the expert on my child and they were like, 'What do you think?'...You know, I really felt like they actually waited for me to say 'Yeah, he is back to normal and I don't have, you know, a lot of concerns.'" "They ask you if you think they're ready to be discharged. So, you don't get sent home in a situation that you're not really ready for."
Feeling left out of the loop "But when they shut it [the door], it's like you're in there and they're out there. And in order for me to get information you have to cross that threshold."
"I told them…I need to know what you're talking about. Some things I understand, so I won't ask about it, but some things that I don't understand, I would like you to, you know, to also include me…I'm the parent… it's important for me to know where you are getting all this information and how can it help me."
Nurses as interpreters and navigators "And they [nurses] actually would give us suggestions or ask this question…so you would know who was who and they would make sure…'Now doctor so and so and he's a cardiologist today and… And doctor so and so is your neurologist' and so…the nurses kind of helped us manage the care plan which was very helpful." Use of medical jargon "I think they shouldn't assume that everybody has a strong understanding of medical terms. I think they should just forget all their training and explain it…"
"If you're not familiar with the medical field, you don't know the terms." 17 developed de novo by the research team, directed the discussion for focus groups and interviews. As data collection progressed, the question guide was adapted to incorporate new issues raised by participants. Questions broadly focused on aspects of the inpatient experience, discharge processes, and healthcare system and family factors thought to be most relevant to patient-and family-centered outcomes. Communication-related questions addressed information shared with families from the medical team about discharge, diagnoses, instructions, and care plans. An experienced moderator and qualitative research methodologist (SNS) used probes to further elucidate responses and expand discussion by participants. Sessions were held in private conference rooms, lasted ~90 minutes, were audiotaped, and were transcribed verbatim. Identifiers were stripped and transcripts were reviewed for accuracy. After conducting 11 focus groups (generally composed of 5-10 participants) and 4 individual interviews, the research team determined that theoretical saturation 27 was achieved, and recruitment was suspended.
Data Analysis
An inductive, thematic approach was used for analysis. 27 Transcripts were independently reviewed by a multidisciplinary team of 4 researchers, including 2 pediatricians (LGS and AFB), a clinical research coordinator (SAS), and a qualitative research methodologist (SNS). The study team identified emerging concepts and themes related to the transition from hospital to home; themes related to communication during hospitalization are presented here.
During the first phase of analysis, investigators independently read transcripts and later convened to identify and define initial concepts and themes. A preliminary codebook was then designed. Investigators continued to review and code transcripts independently, meeting regularly to discuss coding decisions collaboratively, resolving differences through consensus. 28 As patterns in the data became apparent, the codebook was modified iteratively, adding, subtracting, and refining codes as needed and grouping related codes. Results were reviewed with key stakeholders, including parents, inpatient and outpatient pediatricians, and home health nurses, throughout the analytic process. 27, 28 Coded data were maintained in an electronic database accessible only to study personnel.
RESULTS

Participants
Sixty-one caregivers of children discharged from CCHMC participated. Participants were 87% female and 46% nonwhite; 42.5% had a 2-year college level of education or greater, and 56% resided in census tracts with ≥15% of residents living in poverty (Table 1) . Participant characteristics aligned closely with the demographics of families of children hospitalized at CCHMC.
Resulting Themes
Analyses revealed the following 3 major communication-related themes with associated subthemes: (1) experiences that affect caregiver perceptions of communication between the inpatient medical team and families, (2) communication challenges for caregivers related to a teaching hospital environment, and (3) caregiver perceptions of communication between medical providers. Each theme (and subtheme) is explored below with accompanying verbatim quotes in the narrative and the tables.
Major Theme 1: Experiences that Affect Caregiver Perceptions of Communication Between the Inpatient Medical Team and Families
Experiences during the hospitalization contributed to caregivers' perceptions of their communication with their child's inpatient medical team. There were 5 related subthemes identified. The following 2 subthemes were characterized as positive experiences: (1) feeling like part of the team and (2) nurses as "And because she was so little, we took her to our primary care, our normal doctor…and she read over [the discharge paperwork] so they sent over the right paperwork and the dismissals to her, so it was necessary that she was informed and it helped out a lot…" interpreters and navigators. The following 3 subthemes were characterized as negative: (1) feeling left out of the loop, (2) insufficient face time with physicians, and (3) the use of medical jargon (Table 2) . More specifically, participants described feeling more satisfied with their care and the inpatient experience when they felt included and when their input and expertise as a caregiver was valued. They also appreciated how nurses often took the time after FCR or interactions with the medical team to explain and clarify information that was discussed with the patient and their caregiver. For example, 1 participant stated, "Whenever I ask about anything, I just ask the nurse. And if she didn't know, she would find out for me…"
In contrast, some of the negative experiences shared by participants related to feeling excluded from discussions about their child's care. One participant said, "They tell you…as much as they want to tell you. They don't fully inform you on things." Additionally, concerns were voiced about insufficient time for face-to-face discussions with physicians: "I forget what I have to say and it's something really, really important…But now, my doctor is going, you can't get the doctor back." Finally, participants discussed how the use of medical jargon often made it more difficult to understand things, especially for those not in the medical field.
Major Theme 2: Communication Challenges for Caregivers Related to a Teaching Hospital Environment
At a large teaching institution with various trainees and multiple subspecialties, communication challenges were particularly prominent. Three subthemes were related to this theme: (1) confusing messages with a large multidisciplinary team, (2) perceptions of FCR, and (3) role confusion, or who's in charge of the team? ( it kind of confuses you…" Similarly, the use of FCR was overwhelming for the majority of participants who cited difficulty tracking conversations, feeling "lost" in the crowd of team members, or feeling excluded from the conversation about their child. One participant stated, "But because so many people came in, it can get overwhelming. They come in big groups, like 10 at once." In contrast, some participants had a more favorable view of FCR: "What really blew me away was I came out of the restroom and there is 10 doctors standing around and they very well observed my child. And not only one doctor, but every one of them knew was going on with my kid. It kind of blew me away." Participants felt it was not always clear who was in charge of the medical team. Trying to remember the various roles of all of the team members contributed to this confusion and made asking questions difficult. One participant shared, "I just want the main people…the boss to come in, check the baby out. I don't need all the extra people running around me, keep asking me the same thing on that topic. Send in the main group, the bosses, they know what the problem is and how to fix it."
Major Theme 3: Caregiver Perceptions of Communication Between Medical Providers
Caregivers have a unique vantage point as they witness many interactions between medical providers during their child's hospitalization. Still, they do not generally witness all the interactions between inpatient providers or between inpatient and outpatient providers. This led to variable perceptions of this communication. Specifically, the 2 subthemes described here were (1) communication between inpatient medical providers and (2) communication between inpatient and outpatient providers (Table 4) . Caregivers assessed how well (or how poorly) medical providers communicated with each other based upon the consistency of messages they received or interactions they personally experienced or observed. One participant described how the medical team did not appear to be in consensus about when to discharge her child, highlighting the perception that team members did not have a shared understanding of the child's needs: "One of the doctors was…nervous about sending him home. It was just one doctor…the other doctors on her team and everything and the nurses, they were like 'He's fine.'" Others shared concerns related to inadequate handoff and messages not getting passed along shift-to-shift.
Perceptions were not isolated to the inpatient setting. Based on their experiences, caregivers similarly described their sense of how inpatient and outpatient providers were communicating with each other. In some cases, it was clear that good communication, as perceived by the participant, had occurred in situations in which the primary care physician knew "everything" about the hospitalization when they saw the patient in follow-up. One participant described, "We didn't even realize at the time, [the medical team] had actually called our doctor and filled them in on our situation, and we got [to the follow up visit]…He already knew the entire situation." There were others, however, who shared their uncertainty about whether the information exchange about their child's hospitalization had actually occurred. They, therefore, voiced apprehension around who to call for advice after discharge; would their outpatient provider have their child's hospitalization history and be able to properly advise them?
DISCUSSION
Communication during a hospitalization and at transition from hospital to home happens in both formal and informal ways; it is a vital component of appropriate, effective patient care. When done poorly, it has the potential to negatively affect a patient's safety, care, and key outcomes.
2 During a hospitalization, the multifaceted nature of communication and multidisciplinary approach to care provision can create communication challenges and make fixing challenges difficult. In order to more comprehensively move toward mitigation, it is important to gather perspectives of key stakeholders, such as caregivers. Caregivers are an integral part of their child's care during the hospitalization and particularly at home during their child's recovery. They are also a valued member of the team, particularly in this era of family-centered care. 19, 29 The perspectives of the caregivers presented here identified both successes and chal-lenges of their communication experiences with the medical team during their child's hospitalization. These perspectives included experiences affecting perceptions of communication between the inpatient medical team and families; communication related to the teaching hospital environment, including confusing messages associated with large multidisciplinary teams, aspects of FCR, and confusion about medical team member roles; and caregivers' perceptions of communication between providers in and out of the hospital, including types of communication caregivers observed or believed occurred between medical providers. We believe that these qualitative results are crucial to developing better, more targeted interventions to improve communication.
Maintaining a healthy and productive relationship with patients and their caregivers is critical to providing comprehensive and safe patient care. As supported in the literature, we found that when caregivers were included in conversations, they felt appreciated and valued; in addition, when answers were not directly shared by providers or there were lingering questions, nurses often served as "interpreters." 29, 30 Indeed, nurses were seen as a critical touchpoint for many participants, individuals that could not only answer questions but also be a trusted source of information. Supporting such a relationship, and helping enhance the relationship between the family and other team members, may be particularly important considering the degree to which a hospitalization can stress a patient, caregiver, and family. [31] [32] [33] [34] Developing rapport with families and facilitating relationships with the inclusion of nursing during FCR can be particularly helpful. Though this can be challenging with the many competing priorities of medical providers and the fast-paced, acute nature of inpatient care, making an effort to include nursing staff on rounds can cut down on confusion and assist the family in understanding care plans. This, in turn, can minimize the stress associated with hospitalization and improve the patient and family experience.
While academic institutions' resources and access to subspecialties are often thought to be advantageous, there are other challenges inherent to providing care in such complex environments. Some caregivers cited confusion related to large teams of providers with, to them, indistinguishable roles asking redundant questions. These experiences affected their perceptions of FCR, generally leading to a fixation on its overwhelming aspects. Certain caregivers highlighted that FCR caused them, and their child, to feel overwhelmed and more confused about the plan for the day. It is important to find ways to mitigate these feelings while simultaneously continuing to support the inclusion of caregivers during their child's hospitalization and understanding of care plans. Some initiatives (in addition to including nursing on FCR as discussed above) focus on improving the ways in which providers communicate with families during rounds and throughout the day, seeking to decrease miscommunications and medical errors while also striving for better quality of care and patient/family satisfaction. 35 Other initiatives seek to clarify identities and roles of the often large and confusing medical team. One such example of this is the development of a face sheet tool, which provides families with medical team members' photos and role descriptions. Unaka et al. 36 found that the use of the face sheet tool improved the ability of caregivers to correctly identify providers and their roles. Thinking beyond interventions at the bedside, it is also important to include caregivers on higher level committees within the institution, such as on family advisory boards and/or peer support groups, to inform systems-wide interventions that support the tenants of family-centered care. 29 Efforts such as these are worth trialing in order to improve the patient and family experience and quality of communication.
Multiple studies have evaluated the challenges with ensuring consistent and useful handoffs across the inpatient-to-outpatient transition, [8] [9] [10] 12 but few have looked at it from the perspective of the caregiver. 13 After leaving the hospital to care for their recovering child, caregivers often feel overwhelmed; they may want, or need, to rely on the support of others in the outpatient environment. This support can be enhanced when outpatient providers are intimately aware of what occurred during the hospitalization; trust erodes if this is not the case. Given the value caregivers place on this communication occurring and occurring well, interventions supporting this communication are critical. Furthermore, as providers, we should also inform families that communication with outpatient providers is happening. Examples of efforts that have worked to improve the quality and consistency of communication with outpatient providers include improving discharge summary documentation, ensuring timely faxing of documentation to outpatient providers, and reliably making phone calls to outpatient providers. [37] [38] [39] These types of interventions seek to bridge the gap between inpatient and outpatient care and facilitate a smooth transfer of information in order to provide optimal quality of care and avoid undesired outcomes (eg, emergency department revisits, readmissions, medication errors, etc) and can be adopted by institutions to address the issue of communication between inpatient and outpatient providers.
We acknowledge limitations to our study. This was done at a single academic institution with only English-speaking participants. Thus, our results may not be reflective of caregivers of children cared for in different, more ethnically or linguistically diverse settings. The patient population at CCHMC, however, is diverse both demographically and clinically, which was reflected in the composition of our focus groups and interviews. Additionally, the inclusion of participants who received a nurse home visit after discharge may limit generalizability. However, only 4 participants had a nurse home visit; thus, the overwhelming majority of participants did not receive such an intervention. We also acknowledge that those willing to participate may have differed from nonparticipants, specifically sharing more positive experiences. We believe that our sampling strategy and use of an unbiased, nonhospital affiliated moderator minimized this possibility. Recall bias is possible, as participants were asked to reflect back on a discharge experience occurring in their past. We attempted to minimize this by holding sessions no more than 30 days from the day of discharge. Finally, we present data on caregivers' perception of communication and not directly observed communication occurrences. Still, we expect that perception is powerful in and of itself, relevant to both outcomes and to interventions.
CONCLUSION
Communication during hospitalization influences how caregivers understand diagnoses and care plans. Communication perceived as effective fosters mutual understandings and positive relationships with the potential to result in better care and improved outcomes. Communication perceived as ineffective negatively affects experiences of patients and their caregivers and can adversely affect patient outcomes. Learning from caregivers' experiences with communication during their child's hospitalization can help identify modifiable factors and inform strategies to improve communication, support families through hospitalization, and facilitate a smooth reentry home.
